
tremor, chill, increased blood-pressure and glycosuria.
This patient was also pilocarpin-sensitive. Atropin
had no therapeutic effect on the attack.
Patients with exophthalmic goiter follow the clinical

classification described in the outline, and a very
interesting fact was noted in these cases. The region
most affected, the eye, heart, etc., was more sensitive
pharmacodynamically than were others not so impli¬
cated. When tachycardia was marked, epinephrin
caused greater relative increase of the tachycardia
than it did on the blood-pressure or tremor when these
were not so marked. One case showed 2 per cent,
eosinophilia, after pilocarpin ; this increased to 5 per
cent.
The chief symptoms produced in patients sensitive

to pilocarpin were : marked salivation and sweating,
lowered blood-pressure and slight nausea, and capil¬
lary dilatation, increase in surface temperature some¬
times amounting to 1 degree. In one case the pulse
was slowed. Eosinophilia was noted twice in the
series.
Epinephrin-sensitive patients reacted with tremor,

tachycardia, increased blood-pressure (in one case by
20 mm. Hg), glycosuria and rigors.
Hemmeter has emphasized that "patients who

already have an organic disease of the stomach will
answer more readily to chemicals that excite the secre¬
tions and motions of the stomach than normal indi¬
viduals/' The same can be said of the heart, kidney,
skin, ductless glands and the general nervous system.
The subject of vagotonic and sympathicotonic states

is still in its infancy, and the sharp lines drawn by
the originators of this conception will in time be so

modified that a clearer conception of disease entities
due to disturbances of the vegetative nervous system
will be ferreted out.
Neuroses of various kinds, ductless gland disorders,

vicious cycles, etc., will then be classified into rational
clinical and pharmacologie bases. The fruits of these
studies will not only enrich the fields of normal and
pathologic physiology, but will also help to dispose
of many fallacious conceptions existing in these
realms.
Visceral neurology has come to stay. It will be

found a stalwart weapon for attack on the diagnosis
of many obscure conditions now classified under neu¬
rasthenia, neuroses, etc. The etiology of many com¬
mon diseases, such as gastric ulcer, cardiospasm, con¬
stipation, ductless gland disturbances, etc., will be
cleared up, thereby permitting a rational method of
therapy.
At some future date an exposition of the cases will

be given, and it is hoped that this paper will serve to
stimulate active work in this fascinating subject.
I am greatly indebted to Dr. R. L. Wilbur for the use of

patients in his wards.
2502 Fillmore Street.

Heredity.—Heredity is not, as is often imagined by biol¬
ogists, a necessary property of living matter, comparable to
the inertia of matter, a sort of biologic postulate which does
not require a genetic explanation for itself. It is, like all
biologic phenomena, a product of evolution ; it is an adapta¬
tion, the prototype of all adaptations. Moreover, it is of
fundamental importance, because without it life itself could
not have been preserved, nor could there be any stability of
form or of mechanism.—Lugaro, Problems in Psychiatry.

THE SURGICAL TREATMENT OF POST-
OPERATIVE PALATE DEFECTS

GEORGE V. I. BROWN, M.D.
Oral Surgeon St. Mary's Hospital and Children's Free Hospital

MILWAUKEE, WIS.

Acquired openings through the palate, if surgical or
due to accidental injury, show an active tendency to
repair which quite often results in the ultimate closure
of fissures that under other conditions might not be
expected to close without surgical operative interfer-
ence. When these lesions occur as a result of syphilis,
the hard-palate defects show remarkable ability to
close themselves if the parts are kept properly clean
and protected by a suitably adjusted plate; but when
luetic ulcerations have destroyed any portion of the
velum the characteristic contractions of scar tissue
usually so deform the soft palate that it suffers not
only the ill effects due to the tissue actually lost, but
also still greater injury through the deformity, which
often is exceedingly difficult to overcome when restor-
ation is attempted.
Aside from considerations pertaining to the nature

of the cause of the palate fissure, and those which con-
cern the constitutional treatment necessary to prepara-
tion for operation in individual cases, the actual sur-
gical requirements do not differ materially from those
demanded in closure of the postoperative palatal
defects of congenital cases.
Bearing in mind these exceptions we may therefore

include them all in the following classifications :
1. Contraction and arrested development of the hard

palate, associated with intranasal and extranasal
defects and irregularities of the teeth due to forcible
compression in an effort to close the palate fissure in
early infancy.
2. Defects in the anterior portion of the hard palate

augmented by imperfect labial connection in this
region, as found almost invariably when the pre-
maxilla has been removed or destroyed in closure of
double harelip, and sometimes when the premaxillary
portion of the palate has not been perfectly joined to
the other maxillary divisions in infant operations.
3. Openings through the central portion of the hard

palate alone.
4. Opening at the junction of hard and soft palates

involving both.
5. Hole in the central portion of the velum palati.
6. Defect occurring on one side at the posterior bor¬

der of soft palate.
7. Fissure between the uvulae.
8. Imperfect form of the faucial arches due to

defective operative results.
9. Velum too short.
10. More than one defect, including any of the

forms previously described.
Each of the foregoing conditions may be subject to

many clinical subdivisions with reference to form and
situation, and each requires distinct recognition in
determining the operative steps to be followed in
attempting their correction. Failure in this respect
means almost invariably an ineffectual result. The
measure of an operator's success in the treatment of
these cases, presenting as they often do, histories of
many previous unsuccessful attempts to close such
palatal fissures completely, will be determined largely
by his ability to detect and overcome the underlying
opposing factors in each case, and the accuracy with
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which his operative methods may be modified to meet
the existing adverse conditions.
Although good results have been reported by sur¬

geons who have reoperated soon after it became appar¬
ent that the sutures of a previous operation would not
hold and that sloughing of the parts was actively
destroying tissue at the line of apposition beyond the
hope of success, this does not seem to me to be an
advisable procedure. It is altogether probable that
such benefit as may have been secured in this way has
resulted not, as has been asserted, so much from an

improved local resistance due to leukocytosis as from
the fact that separation of the mucoperiosteal tissue
was more efficiently accomplished at .the second than
at the first attempt. Thus tension was more effectu¬
ally overcome and the result consequently better.In my own practice I am governed by the belief that
once the mucoperiosteal flaps have been raised and
moved across in an attempt to close the palate fissure,
it is better, if possible, to allow a period of from nine
months to one year to elapse before again undertaking
the same kind of operation because it takes time to
reestablish circulation in these tissues sufficiently to
give them a dependable resistance. The underlying
principle of all my operations has been to restore the
parts in such form as to maintain as nearly as possible
the natural relation of all of the tissues involved. The
necessity for this I referred to at length in an article1
illustrated by pictures of dogs' palates on which I*
operated according to different methods.
In undertaking the surgical closure of palatal

defects, the omnipresent question invariably arises.
Shall tissue be secured to cover the openings by dis¬
secting free a sufficient area from one side and turn¬
ing it over so that the structures are reversed with an
attached pedicle on the inner border of that side and
suturing the free edge to the freshened border on the
opposite side in accordance with the principles govern¬
ing the Davies-Colley and other similar operations in
the performance of uranostaphylorrhaphy, or shall
mucoperiosteal flaps be raised and brought together by
taking advantage of the arch of the palate supple¬
mented by liberating incisions on each side to aid in
effecting coaptation along the central line after the
methods of von Langenbeck as modified at the pres¬
ent time?
The objection that I have previously urged against

flap-reversing operations is that they do not appear to
give the best results in the course of postoperativedevelopment. This does not hold in anything like the
same degree against the employment of these methods
in closing small openings because the importance of
periosteal activity in bone production in these cases is
not so great. Nevertheless, I feel that it is worth
every effort to try to gain the desired results without
disturbing the natural mucoperiosteal relationship to
the bony portion of the palate, whether the opening
be large or small. Although conditions favorable to
bone formation are not so vital as when a large palatal
fissure is involved, there is always the possibility of
more or less sloughing in spite of every care. It is
therefore better to keep the parts in such form that
subsequent granulation of the wound surfaces will
tend to fill in any opening that might still exist. If
it does not fill in completely by granulation the result
on the surrounding structures ought to be favorable

1. Brown, G. V. I.: The Speech Relation of Cleft Palate Operation,
The Journal A. M. A., Oct. 19, 1912, p. 1440.

rather than unfavorable to successful closure at a later
operation, should one be necessary. The loss of a flap
so raised and reversed as to leave a corresponding
surface of bone denuded might render further sur¬
gical operative measures practically useless because
this portion of the palate might not be completely
restored, and any such bare surface would at best be
covered only by a thin layer of tissue that would not
be dependable or serviceable for flap purposes.
The difficulties which are to be overcome, or

through which in my experience defects most often
result are :

1. Separation at the line of coaptation and slough¬
ing may result from tension on the sutures caused by
tying too tightly in the effort to force the parts
together when the mucoperiosteal flaps have been
insufficiently freed from the bone surfaces, or are too
scant to cover the palatal opening without tension.
2. The contraction of scar tissue following the

granulation process that reduces the size of the aper¬
ture during the weeks or in some cases months fol¬
lowing the previous operation usually gives a more or
less funnel shape to the hole with the slope, more
marked in a direction from above downward toward
the outer surface. The effect of this is that if a

complete paring of the tissue at the inner border of the
open space is made entirely through from the palatal
to the nasal surface much valuable tissue will be lost
unnecessarily. If the raw surfaces are secured by
splitting the tissue without paring the borders, there
is too much tendency to resumption of the original
form of the tissue borders during the healing process
and this is not favorable to union along the line of
tissue coaptation. Usually a sufficient paring can be
made to secure raw contact surfaces without serious
tissue loss, by careful estimation of the portions of
the flap borders that will meet when sutured.
The first of the difficulties enumerated that are due

to tension should be overcome by freeing the muco¬

periosteal flaps from the bone surfaces as for urano-
plasty according to the modified von Langenbeck
method, but there is an added adverse factor in the
cicatricial tissue that is formed from previous opera¬
tive procedures which sometimes makes removal very
difficult because the mucoperiosteum under these con¬
ditions clings tightly to the bone surfaces, and being
less elastic than it is under normal conditions is easily
injured if too much force is applied in its separation
or if the effect of the stress be in a wrong direction.
To avoid unnecessary traumatic injury the firmly
attached fibrous bands should be completely severed
by a thin-bladed knife at just the right angle to make
separation between the soft tissue and the bone with¬
out injuring the former, otherwise they will be very
apt to cause prompt contraction after operation with
disastrous results. The denudation of the tissue bor¬
der surrounding the opening is best performed by fol¬
lowing the slant of the openings sufficiently to give a
broad raw surface up to the point at which the con¬

striction is most evident. Splitting from this point
all round will then give an added thickness without
undue loss of tissue.
3. The greater scar tissue contraction on the nasal

surface which results from securing raw surfaces by
stripping the mucoperiosteum from the bone surfaces
tends to cause retraction, which must be unfavorable
to success unless counteracted.
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4. In the endeavor to secure tissue flaps that may be
sufficiently large or free from tension when sutured,
the blood-supply may be so reduced that necrotic con¬
ditions are inevitable.
5. In many cases the parts have not been properlyapproximated at the previous operations, yet sufficient

union has taken place to keep up uneven muscular
action. For example, one side may be a little more
forwa"rd or higher up than the other. Always whenthe parts are again freed and sutured unless this
inequality is corrected there will be a tendency to reas-sertion of wrong action of muscular fibers that should
coordinate. I have found in large numbers of cases
that operation after operation had been uselessly per¬formed, because no form of tension suture could hold
against the inequality of the strain of ill-united tissues
yet readjustment of the parts to more natural ana¬
tomic lines gave prompt and perfect union.6. Sometimes the tissue covering the bony palate,
especially at the posterior central portion, is so thin
that the combined periosteum and overlying glandular
vascular and mucous structures when raised together
to form a mucoperiosteal flap are insufficient to resist
the bacterial and muscular counteracting influences.7. There may be an almost denuded bone surface
on one side of the palate and an abundance of tissue
on the other.
The inequalities due to wrong coaptation, particu¬

larly in the region of the soft palate, must receive dueconsideration. When the borders are loosened from
the bone surfaces and ready to permit coaptation ofthe flaps in the central line without tension, this must
be done so that there will be the nearest possible
approximation to normal lines. Not infrequently,
when several unsuccessful operations have been pre¬viously performed, all one can hope to accomplishimmediately is readjustment of the parts which will
make complete closure later on more easily secured.
When this is accomplished, then any defect that maystill remain is readily closed ; but if it be overlooked
the result may leave the palate in worse condition
instead of better. When there is almost total absence
of tissue on one side due to extensive sloughing or ill-
advised destruction at the previous operation with the
tissue full on the opposite side it is sometimes neces¬
sary to bring about the transposition of good tissue
from one side to the other so that at the final opera¬
tion there may be at least a reasonable measure of tis¬
sue from both sides from which to construct flaps.
This is done by making a complete closure of the
opening and carrying the flap from the good side to
the poorer one in such manner that tension will be so
distributed that the opening will occur between the
two points. In a number of instances I have been
able ultimately to close perfectly palates that seemed
to be utterly hopeless because there was practically
no available tissue left on a sufficient portion of one
side of the bony palate.
A large proportion of the most difficult postopera¬

tive defects are found among the patients who have
been operated on in early infancy by compression or
forcing together of the maxillary bones with silver
wire and lead plates in an attempt to close
the fissure. These may present any of the
foregoing defects and in addition such persons
almost invariably have nasal defects, quite often
with histories of middle-ear and mastoid troubles
also, and deformities of the mouth due to contracted

palates and loss of tooth germs through their destruc¬
tion in the course of the insertion of the wires. Teeth
in these cases are frequently found in nearly every
conceivable form of irregular development.
The treatment of these mouths naturally involves

questions which pertain to health as well as defective
speech and facial deformity. In addition to the opera¬
tive corrections which are the same as for other cases,
much may be done by expansion of the upper "arch and
proper alignment of the irregular teeth. As a rule
it is difficult to accomplish this safely by any of the
well-known orthodontic methods except with such
modifications as may prevent too active separation of
the upper maxillae, but in the course of time such
treatment may give considerable benefit even though
the results can never be as perfect as if there had
been no compression of the bony parts.
445 Milwaukee Street.

MEDICAL AND SURGICAL WORK ON
BOARD A U. S. BATTLE-SHIP

C. M. OMAN, M.D.
Surgeon, United States Navy

WASHINGTON, D. C.

The question is often asked not only by laymen but
also by members of the civilian medical profession:"What do you do aboard ship to pass away your time?
You have only men, and they are healthy, or you
would not take them." The following brief and more
or less general notes on what we have done during the
six months between Oct. 1, 1913, and April 1, 1914, on
board this ship \p=m-\U. S. S. Wyoming \p=m-\might serve to
dispel some erroneous ideas. This particular period is
not taken because it happens to be exceptionally full.
Our reports are sent to the Navy Department quar-
terly, and the foregoing period includes two complete
quarters, thereby making the data more easily tabu-
lated.
Every large cruising ship with hundreds of men

aboard has to deal practically with the same conditions,
depending, to a certain extent, on the part of the world
in which it happens to be. We had to be particularly
careful during the cruise of the battle-ship fleet around
the world. Thousands of men were given liberty in
every port visited, in many of which cholera, plague,
leprosy, yellow fever and small-pox were endemic.
Life aboard ship is unnatural under the most favor¬

able conditions, and life aboard a battle-ship is par¬
ticularly so. We are constantly being exposed to fre¬
quent, sudden and severe changes of climate. For
example, take the past winter's cruise. We spent the
winter months in Cuban waters, sailed north March
15, shifted from white uniforms into blue March 18,
and on March 20 we ran into a stiff norther with a
blinding snow-storm.
A modern battle-ship is perhaps the highest type of

concentrated mobile power developed by the mind of
man, containing a greater variety of mechanisms than
any other structure as yet constructed. It is a mass of
machinery controlled by steam and electricity which
must be operated by man. -Both officers and men are
engaged in a hazardous occupation at all times, nightand day, such as handling boats in bad weather, work¬
ing around the machinery, engine- and fire-rooms,
drilling with guns and turrets, coaling the ship, hand-
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